N ational epidemiologic studies on mental health service use can contribute to the body of evidence necessary for mental health care planning, increasing quality of and access to mental health services, and consequently decreasing the burden of people who suffer from mental illness. 1 Cross-country comparisons have revealed that rates of mental health service use, indeed, differ across countries. [2] [3] [4] [5] [6] [7] While people in developed countries most often consult with FPs for mental health problems, rates vary for different health professions. Lower consultation rates frequently correspond to fewer available resources. 3, 7 While international comparisons of service use have occurred, methodological differences in instruments used, study durations, sampling techniques, and language translations have, in part, limited the interpretation of results. To counter these problems, the WMH-CIDI was established in 1998 to enable international comparisons. 7, 8 Although using the same instrument minimized some of the aforementioned limitations, the language and perception of the questions involved, regarding each version of the instrument, may have contributed to the cross-country differences reported. 7 Our study aimed to compare rates of mental health service use among representative samples of francophone communities in Canada, France, and Belgium. To our knowledge, there is no mental health service use study in which francophones from Canada and Europe are compared. This will, in part, deal with any language issue regarding cross-country comparisons. Although primarily descriptive in nature, the underlying hypothesis is that service use rates will vary according to the availability of mental health services in each country. The 3 study objectives were to: identify the types of MHPs consulted most frequently; determine which mental disorders are associated with elevated levels of service use; and, discuss whether service use variation is a function of the health system organization and its availability.
Methods
Our study involves secondary data analyses from 2 large mental health surveys based on the WMH-CIDI: the CCHS 1.2 9 conducted in 2002 and the ESEMeD 10 conducted between 2001 and 2003. Both surveys were cross-sectional in nature and targeted the general population. The CCHS 1.2 9 was adapted from the WMH-CIDI for the Canadian population at the provincial level. The ESEMeD 10 was included in the WMH initiative and encompassed 6 European countries, 2 of which are francophone. As both surveys used a similar methodology, it was possible to compare the prevalence of mental disorders between Canadian and European Frenchspeaking populations in 3 countries: Canada, France, and Belgium. The WMH-CIDI was produced in English and underwent rigorous adaptations to obtain conceptually and cross-culturally comparable version in each country and language. Both in Canada 9,11 and in Europe, 12 the French version underwent forward and backward translations that were reviewed by an expert panel and focus groups and was pretested using cognitive interviews and debriefing techniques.
Comparing These Countries
Language and Economy. In France, French is the official language and is spoken and understood by 94.3% of the population. 13 While Belgium has a trilingual population (Dutch, French, and German) and Canada has a bilingual population (English and French), francophones in Belgium and Canada are the minority (40% and 23.2%, respectively). 14, 15 Canada, France, and Belgium also share similar economic and health indicators by being within the High Income Group according to Gross National Income and having high life expectancies. 16 Health Care Systems. Despite the many similarities between the countries under investigation, differences exist in their health systems. Each of Canada's provinces and territories has an individual mental health policy. The Canadian federal government oversees health care in a broad sense and is minimally involved in creating mental health programs and regulating provision of mental health services. 17 In contrast, Belgium has a national and community mental health policy, with the federal government and Dutch-, French-, and German-speaking communities having governance over different parts of mental health services, such as suicide prevention programs. 18 By comparison, France, following its national mental health policy, has a system of secteurs, corresponding to catchment areas to: facilitate early treatment, keep people treated in their environment, and avoid psychiatric hospitalizations. 19 Health Care Resources. In addition to variations in health care systems, differences exist between these countries' health care resources. In 2005, Canada's FPs' density ratio was 100 per 100 000 inhabitants, compared with a physicianspecialists' ratio of 110 per 100 000. For Belgium, the density ratio of FPs was 210 per 100 000, compared with a specialist ratio of 19 per100 000, and in France both FPs and specialists had a density ratio of 170 per 100 000 inhabitants. Also in 2005, Canada had 12 psychiatrists per 100 000 inhabitants, while Belgium and France had 18 and 22 psychiatrists per 100 000 inhabitants, respectively. [20] [21] [22] [23] 
Factors Influencing Differences in Use of Mental Health Services
The differential use of mental health services between countries could be attributed to the different access systems and health insurance coverage.
Open-Access and Gatekeeper Systems. Belgium and France
have an open-access system whereby people choose whether to consult FPs or specialists. 24, 25 However, Canada, under the provincial health plans, employs the gatekeeper system whereby people consult an FP before being referred to a specialist. While there is no regulation prohibiting people from accessing a psychiatrist directly, it is financially advantageous for a psychiatrist to encourage patients to first obtain a referral from their FP. 26 In the gatekeeper system, an FP's acquaintance and previous experience with the patient is central in the psychological investigation and decision for specialist consultations. 27 Further, an FP's decision to treat or refer the patient often rests on the payment system. Self-employed and fee-for-service system FPs may refer patients to mental health specialists if they perceive greater financial returns in the treatment of physical issues. 27 Health Insurance. Despite total or near-universal health coverage in Canada and Europe, income-based inequities remain impacting service use. While mandatory health insurance plans exist in Canada, France, and Belgium, the degrees of coverage vary, as do the rules of reimbursement at different income levels, with the percentage of copayments by the public ranging from zero in Canada to 30% in Belgium. [28] [29] [30] Varying supplemental health insurance coverage, according to socioeconomic groups, partially explains the unequal use rates for mental health services. 24 In Canada, mental health services are publicly funded; supplemental health insurance covers selected expenses such as psychotherapies done by nonphysician private therapists. 28 In France, patients are reimbursed a percentage of their medical costs by the quasi-governmental Sécurité Sociale organization, with much of the remainder reimbursed by private health insurances. 29 For Belgium, lower copayment rates for some low-income groups (seniors and people with chronic illness) allow them to use FP and specialist services more frequently, compared with most other European countries where people with higher incomes tend to use specialist services most often. 30 The Belgian national health insurance plan is administered by 5 Mutuelles (nonprofit health insurance companies) funds and 1 government fund. Supplementary private insurance covers services not provided by the social health insurance system. 31
Sampling Issues
Approaches to random sampling varied slightly; however, all included a stratified multistage, clustered area sample design. A more complete description is presented in Part 1 of this 2-part set of articles.
The ESEMeD survey included the population aged 18 years and older. CCHS 1.2 originally sampled people aged 15 years and older. In our study, we only included people aged 18 years and older. Data were weighted to account for the different probabilities of selection and to restore age, sex, and relative dimensions of each country population's distribution. Response rates for CCHS 1.2 in Canada were higher (77%) than for ESEMeD in Belgium (51%) and France (46%).
In the Canadian and European samples, francophones were defined as respondents who completed the survey in French. Our analysis consisted of 2 Canadian subsamples: Quebec francophones (henceforth referred to as Quebecers) (n = 7571) and those from outside Quebec (n = 500). The European analysis also consisted of 2 subsamples: francophones from Belgium (n = 389) and from France (n = 1436). In all cases, the sample sizes were weighted. The characteristics of the subsamples were comparable for sex and age. The mean age for the Canadian (n = 8071) and European (n = 1825) samples was 46.1 years (95% CI 45.6 to 46.6) and 46.4 years (95% CI 45.0 to 47.8), respectively. In the Canadian and European samples, 48.9% and 47.8% of respondents were male.
Assessment of 12-Month and Lifetime Diagnoses
Our study focused on past-year and lifetime presence of a mental disorder classified as an MDE or a specific AD (that is, the presence of at least one of the following: agoraphobia, social phobia, or panic disorder), as well as the comorbid category of a depression and anxiety. MDE and AD were operationalized using DSM-IV criteria sets. Differences in the 2 surveys resulted in some restrictions to comparisons of mental disorders and some diagnostic algorithm adaptations. The Canadian survey was more restricted for diagnostic inclusiveness, leading to comparison in the anxiety classification to include only agoraphobia, social phobia, and panic disorder. We changed the Canadian algorithm to exclude MDE with mania as the European survey did not measure mania. In addition, as measured in the European survey, the Canadian algorithms for MDE were transformed to only include measures from the Sheehan Disability Scale 32 for assessing the criteria on the impact of the mental disorder on a person's functionality. This included interference and disruption with home, work, and school responsibilities, and ability to form and maintain close relationships in social life. Respondents reporting an impact of symptoms on functioning fulfilled the criteria for MDE. Prevalence rates for AD and MDE are presented in the companion article (Part 1).
Assessment of Service Use
Mental health service use was defined as at least one consultation with professional services for mental health reasons in the past 12 months or at least once in their lifetime. Service use was studied with mutually exclusive categories according to "No MHP consultation" along with 3 provider categories:
1. An FP only.
2.
A psychiatrist and other MHP (that is, psychologist, social worker, nurse, or counsellor).
3. An FP and (or) any other physician plus an MHP.
In addition, nonexclusive categories for psychiatrist and other MHP were also examined. Two sociodemographic control variables, age and sex, associated with mental health service use were considered. 7, [33] [34] [35] [36] Age was coded categorically within the following ranges: 18 to 34 years, 35 to 45 years, 46 to 59 years, and 60 years and older. Sex was dichotomous.
Statistical Analysis
Population and subgroup prevalence rates and associated standard errors were estimated and weighted according to the design of each country. In Canada, estimates (95% confidence intervals) were obtained from the BOOTVAR program developed by Statistics Canada. 9 Five hundred bootstrap weights were used in the estimation of the 95% confidence interval. Canadian data were analyzed using SAS software, version 8. 37 French and Belgian data were analyzed using the same version of the SAS software as for the Canadian analyses, and with Stata SE 9. 38 The survey commands in Stata were designed especially for analyzing data from sample surveys to incorporate the effects of clustering, stratification, and sampling weights. As we could not merge the Canadian and European surveys, comparisons by group were carried out by examining the overlap of the 95% confidence intervals of respective proportions. Overlapping confidence intervals shows that a range of population values are consistent with the observed estimates in each study.
Results

Mental Health Service Use Rates
Notable similarity was found for mutually exclusive consultation rates among all francophone subgroups with diagnosed mental disorders ( Quebec; whereas Quebecers consulted other nonpsychiatrist MHPs more often than in France. For lifetime consultation rates, Canadians consulted other MHPs more frequently than their European counterparts.
Lifetime Service Use by Sex and Age Group
Given the within-country similarities, an analysis of service use was repeated for sex and age group by collapsing subgroups to form 2 groups, European (Belgians and French) and Canadian (francophones in Quebec and outside Quebec) ( Table 2 ). Both male and female Canadians sought consultation from an MHP not including a psychiatrist more frequently than their European counterparts. It is also interesting to note that female Canadians sought services from psychiatrists on average at a lower rate than female Europeans.
The analyses of service use by age group revealed that Canadians have, on average, higher rates than their European counterparts for consultation of a nonpsychiatrist MHP in all 4 age groups as 95% confidence intervals did not overlap (Table 3 ). Canadian consultation rates ranged from 48.4% in the younger age group to 27.1% in the oldest, compared with 13.2% to 5.7% for Europeans, respectively. Although there was an overlap of confidence intervals, Canadian consultation rates with psychiatrists were, on average, lower for all groups than European rates.
Mental Health Consultation by Disorder
Francophone subgroups were also combined into 2 groups (European and Canadian) for the analysis of adults with isolated and comorbid diagnoses and mental health consultation (Table 4 ). There were more similarities than differences between the 2 francophone subgroups. The exception was Canadians with AD only, reporting lower 12-month consultation rates (21.5%) than Europeans (47.5 %).
Discussion
This is the first study to examine rates of mental health service use for francophones in Canada, France, and Belgium. This study supported the findings of earlier large-scale surveys, as nearly one-half of francophones diagnosed with a mental disorder received no mental health consultation during a 12-month period. This is not surprising considering the findings from previous national studies that examined service use in the general population. For instance, results from the ESEMeD indicated that among people with a 12-month mental disorder, only 25.7% had used any formal health services during that period. 39 Likewise, Wang et al 7 compared 17 countries worldwide using data for the WMH-CIDI and found that 11% (China) to 61% (Belgium) of patients with mental disorders received any care in the previous year.
The results also showed that francophones more likely consulted an FP, compared with an MHP, exclusively; hence mirroring the findings from other recent studies worldwide. 5, 39 Although overall service use rates were quite uniform between Canada, France, and Belgium, variations were observed for type of provider. In particular, while francophones in France consulted psychiatrists more frequently during their lifetime, Quebecers were more likely to consult MHPs. In general, it appears that Europeans use nonpsychiatrist MHPs less than Canadians with the reverse true for psychiatrists. This overall trend remains valid when accounting for sex and age. When examining service use by sex, females engaged in higher levels of help seeking, consistent with other studies. [40] [41] [42] [43] Very little difference exists in rates of service use by age, although a variation was revealed for the group aged 46 to 59 years, with Canadians consulting MHPs more frequently. However, when looking at consultation with MHPs excluding psychiatrists, strong differences exist between Canadians and Europeans at all age levels.
Further analyses showed that lifetime consultation rates with any professional differed by type of mental disorder. It was not surprising that people with comorbid MDE and AD had the highest rates of consultation (86.5%), compared with those with exclusive diagnoses of MDE or AD in Canada, as this finding is frequently reported in the literature. 3, 5, 44, 45 People with anxiety only were least likely to seek help. These patterns of service use revealed here generally coincide with findings from similar studies occurring in Europe, 3, 46 Canada, 5 the United States, and Australia, 47 suggesting that service use for affective disorders is relatively uniform across countries.
An interesting observation reveals that people who suffer from anxiety are the least likely to consult with a professional, particularly for Canadian francophones. Research indicates that a very low percentage of anxiety sufferers perceive a need for help, which has important implications as this perception has been found to account for differences in service use across settings. 48 Different cultures may favour increased awareness regarding identification of mental illnesses, their treatability, and availability of mental health services-all of which may lead to variations in perceived needs and service use.
Katz et al 49 compared perceived need for mental health care both in the United States and in Ontario, Canada, and found that more Americans than Canadians perceived a need for help and used services. 49 When controlling for perceived need, variations in mental health service use were no longer significant. Perceived need is an important component of help seeking that may help explain variations in service use between nations and, consequently, should be considered in future studies on French-speaking populations to determine what societal factors may inhibit or facilitate individual perceptions of their need for help.
As most francophones with common mental disorders do not consult MHPs, it begs the question: Why are francophones not using health services and why do Europeans consult with psychiatrists more frequently than Canadian francophones, and vice versa, when considering consultation with other MHPs? One of the hypotheses implicit in the study was that countries with more mental health care resources present elevated levels of service use. For example, France had both the highest density of psychiatrists (22 per 100 000) and the highest 12-month rates of consultation with psychiatrists (34.9%), while Canada had both the lowest density (12 per 100 000) and the lowest rates of consultation with psychiatrists (8.7%) ( Table 1 ). This pattern suggests that an increase in health care resources corresponds to an increase in service use. This relation is further supported by Canada spending nearly 6% of its yearly health care budget on mental health; however, only 40.9% of Canadian francophones with a mental disorder sought any mental health consultation in the past year, while nearly 57.2% of people use mental health services in France, where the mental health budget rests at 8%. 50 Therefore, the hypothesis that global health care resources determine health care use is supported. Additional factors may also contribute to the use of services including, but not limited to: social and cultural factors, 51,52 stigmatization, 53, 54 and public health education. 55, 56 Another possible explanation for this use phenomenon between Canada and France could be found in the differing access systems, whereby the French can go directly to a psychiatrist for mental health services, whereas more FPs in Canada may decide against secondary care referrals in favour of treating the patient themselves, especially if they perceive the disorder to be easily treatable.
It is clear that some variations in service use exist between francophones in Canada, France, and Belgium. What remains less clear is whether these differences remain true for the general Canadian population. That is, do differences in service use exist between francophones and anglophones in Canada? It has been suggested that some small differences may be apparent-although the research in this particular domain is quite scarce. Studies in the United States and Australia demonstrate that many minorities do, in fact, seek help for mental illness less frequently than the majority group. [57] [58] [59] [60] [61] Therefore, it may be the case that francophone minorities would be less likely to use health care services than anglophones and francophones in the majority. Regarding differences in service use between Quebec and other provinces, Vasiliadis et al, 62 who based their study on CCHS 1.2 data, did not find the province of residence to be a contributing factor in services use in general, nor did they find differences between Quebec and the rest of Canada overall for FP service use. Interestingly, Lesage et al 63 found that use of psychiatrists was slightly lower in Quebec than in the other provinces, despite Quebec having similar psychiatrist ratios to Ontario and Nova Scotia, suggesting different work practice or perhaps less efficient use of psychiatrists in Quebec. Future research should further investigate the role of language and minoritymajority status on help seeking behaviours to better understand the influence of social factors on patterns of help seeking.
The results of the current study should be interpreted in light of the following limitations. First, the results presented were based on data collected from self-reports, which are subject to recall and social desirability bias; however, this is less apparent for 12-month rates than for lifetime rates. The considerably large sample sizes in the 3 countries, with the respondents from the general population, also made it infeasible to verify the self-reported data from medical records or administrative databases. Second, the target sample excluded the institutionalized and the homeless. These specific subsets of the population have unique mental health patterns that require specific considerations outside of the scope of the current investigation. Third, it should be considered that response rates between countries were not comparable, with France (46%) and Belgium (51%) having considerably lower response levels than Canada (77%). Nonrespondents may use health services differently, thus limiting our ability to apply the findings of the current study to the general population. Fourth, the range of disorders addressed in this study, for which services were used was also limited by the number of comparable common measures between the CCHS 1.2 and the ESEMeD surveys.
Conclusions
Cross-national epidemiologic comparisons are necessary to understand general patterns of mental health service use by people with mental disorders. Analyses show some variations in service use between francophones in Europe and in Canada. Europeans consulted psychiatrists more frequently, while Canadians sought help from other MHPs at higher rates. This may be indicative of the availability of professional services in each country as well as the national health system and health insurance regulations regarding access to the different MHPs (including psychiatrists). Overall, levels of help seeking are quite low; therefore, key challenges in the future involve improving access to, and use of, mental health services. Policy-makers must be informed of the distinct needs of francophone populations. They must support MHPs in developing population specific and culturally sensitive approaches aimed at increasing the use of these services, and they should then promote public awareness about the treatability of mental disorders and the availability of treatment.
Résumé : Comparaison de la santé mentale des francophones au Canada, en France, et en Belgique : taux d'utilisation des services de santé mentale sur 12 mois et à vie (2 e partie)
Objectifs : Comparer l'utilisation sur 12 mois et à des services pour troubles mentaux communs dans 4 sous-échantillons francophones, à l'aide d'enquêtes nationales de santé mentale au Canada, au Québec, en France, et en Belgique. Cet article est le second d'une série de 2 qui comparent la prévalence des troubles mentaux et de l'utilisation des services des populations francophones. Résultats : Dans l'ensemble, la plupart des francophones souffrant de troubles mentaux ne se font pas traiter. Les Canadiens consultaient plus de professionnels de la santé mentale que leurs homologues européens, à l'exception des psychiatres.
Méthodes
Conclusions :
Les modèles d'utilisation des services sont semblables au sein des populations francophones. Les variations qui existent peuvent être attribuables aux différences de ressources de soins de santé, aux systèmes de santé, et aux régimes d'assurance-santé.
